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CORRESPONDENCE
Letter to Editor re: Endovascular Repair of Para-
Anastomotic Aortic Aueurysms
We thank Drs Scurr JRH, Vallabhaneni SR and
McWilliams RG for their valuable comments on our
study and for the opportunity to clarify our point of
view on the treatment of paraanastomotic abdominal
aortic aneurysms (PAAA).
Despite a rather large literature published over the
last decades,1 the conventional surgery is still contro-
versial for the high mortality and morbidity rate.
Otherwise the endovascular surgery is a promising
approach to treat this dangerous pathology.
In our report we intend to examine the influence of
endovascular strategy regarding high risk patients
with PAAA.2 We apologize for missing out the de-
scription of the neck anatomy at the proximal site.
In these six patients, by us reported, the diameter
and the length of the proximal neck ranged from
24 to 27 mm and from 12 to 16 mm respectively.
The diameter of the selected stent graft exceeded the
diameter of the proximal neck up to 20%. The criteria
to assess anatomic suitability for device implantation
were vascular access larger than 8 mm and proximal
aortic neck angulated at less than 60 degrees. In our
series there were no involvement of the visceral ves-
sels (renal arteries, superior mesenteric artery, celiac
axis) and no fenestrated stent grafts were required.
Finally for all patients the endovascular device was
a self expanding endoprosthesis with a FreeFlo of
15 mm of length (Talent-Medtronic) that increased
sealing at the proximal site.
More recently two further PAAA patients, out of
this series were treated: in one patient a thoracic aortic
extension, for a neck diameter bigger than 30 mm was
proximally implanted.
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Endovascular Repair of Para-Anastomotic Aortic
Aneurysms
Dear Editor
Di Tommaso et al. report their experience of endovas-
cular repair of para-anastomotic aortic aneurysms
(PAAA).1 However, they do not describe the neck
anatomy of the proximal PAAA that they have
treated. The endovascular repair of PAAA requires
careful patient selection. Following previous open
aortic repair the infra-renal neck can be inadequate
to achieve a proximal seal with a standard infra-renal
device. Fenestrated stent-grafts extend the range of
possible endovascular solutions for PAAA.
Among the patients whom we have treated with
PAAA there have been two with unfavourable infra-
renal neck anatomy precluding the use of a standard
endovascular stent-graft. In order to allow for an endo-
vascular repair, like others,2,3weused customisedbifur-
cated fenestrated stent-grafts to achieve a proximal seal
preserving flow to the renal and mesenteric arteries.
For PAAAwith a short or no infra-renal neck (juxta-
renal), fenestrated endovascular repair is an alternative
to open surgical repair. Fenestrated stent-grafts require
precise deployment to align the fenestrations with the
target vessels and this can bemore difficult whenwork-
ingwithin the reduced spaceof a previous surgical graft.
DOI of original article:10.1016/j.ejvs.2006.05.008
The first relates to the use of the ICD10 code I71.x
and the procedural codes L16.x-L26.x for case identi-
fication. The use of these codes maximised the sensi-
tivity of the searches at the expense of specificity.
This should have been addressed in the data cleaning
process, leading to a number of exclusions.
The paper suffers from an inadequate statistical
methods section, which leaves doubt over the validity
of the methods used, and therefore the conclusions
drawn. Additionally, no case-mix adjustment was per-
formed, and the effect of volume on outcomes other
than mortality was not investigated.
The main finding that operative mortality de-
creased with volume is based on figure 1, which
shows a visual decrease with volume. However, the
visual effect would be present in the absence of a vol-
ume effect as when the actual incidence is low, you
get high mortality rates, i.e. 100% (1/1), 50% (1/2)
or 33.3% (1/3). The model fitting used is unlikely to
have taken account of this effect. With figure 2 the
method used to construct the 95% confidence inter-
vals is not stated leading to doubt over the accuracy.
The authors state that: ‘‘to achieve the average
national mortality rate [Trusts need to do 14 elective
operations/year].’’ However, the data suggest that
the national average was elevated. The aim of volume-
outcome studies must be to identify a threshold at
which hospitals achieve mortality rates below the na-
tional average. It is not beneficial to achieve the na-
tional average when this is demonstrably higher than
that achieved at trial centers.2
Finally, the suggestion that high volume hospitals
may use data to misrepresent their experience in the
absence of true outcomes data is unlikely; hospitals
that perform a large number of operations and achieve
257CorrespondenceAlthough the durability of endovascular repair for
PAAA is unknown, the early benefits are clear in this
high risk group of patents.2e5 Treatment options
should include consideration of the use of fenestrated
stent-grafts.
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Letter to Editor re ‘‘Is There a Minimum Caseload
that Achieves Acceptable Operative Mortality in
Abdominal Aortic Aneurysm Operations?’’ Eur J
Vasc Endovasc Surg 2006;32:273e276
The article by Jibawi et al. investigated the volume-
outcome relationship in AAA surgery. Whilst the
article supports the 2005 NCEPOD report1 there are
concerns over this paper.
a low mortality have no reason to falsify data.
Volume-outcome relationships will gain increasing
importance in the planning of vascular services. Case
selection and valid statistical methodology are key to
these investigations.
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